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IMPORTANT: This questionnaire is to be reviewed at eaclt appointment. Please answer all questions./ 5588 257 BE (5] &< 77 2 (BT
PATIENT INFORMATION 198 X Pk

First Name/ # :

Patient’s Last Name St Sex/tEi: OJ M I:IM;’% CIF/% | Birth Date /il /L 1 1:
ol o | Agerii: A
| Occupation/H ¥: { Employer/ i 1:: TSoaal Securlty No./ tL % 5%
| l
' Street Address/H - City/sili: ' State/ Jil: | ZIP Code/ S5 T6:
' Home Phone Nbfl:.:n;ih“ - Work Ph_c_:n_e_lio_,!"f @ik ] Cell Phone NoJ Fht:

| E-mail/ B F 8/ ' How did you hear about us/ A
Emergency Contact Name & Phone No. ,r‘i&é" m%u& 4IRS

INSURANCE INFORMATION/ {8 ¥ 5t

| Insurance Card/ID No./ {555

| Type of Insurance/(#F25ifl:  [JVvSP  |[JEyeMed  |CIMES | OMedicare [ BlueCross PPO
| Name of Insured/ % (%G Atk #: SSN of Insured/if {2 A 11 fr %2 4= 48i%: | Birth Date of Insured/ ¥ (2.5 A 1144 F 01:
i - / /

Relationship to |rﬁ'éd,'- m
SRR |:|Self,’! 12 DSpouse,’Eafu |:| Chl|d”§ f I:IParentlﬁi\ ||:Dther (specify)/ H At GE&):

NOTE: INSURANCE CARD AND CO-PAYMENT MUST BE PRESENT AT TIME OF SERVICE.

[ MEDICAL INFORMATION/#i A B 3£t e |
. OJPregnant/fit” ﬂ
| 3 : e a‘: 1. ——————— i
S s S —
- - - - [CVear contact Iensesx‘#‘lbﬂ,ri} i |
Medication/ #:4/): II'IJUI‘IeS or Surgeries/ T-1i1  [Choft/# A [ Hard/fE:{ |
m L Citoners ‘O Comfortable/fis
_ Social History / i A (f i s

|:|Doesn’t Drive/ /i il [ Drive/ i 1L Driving Dl___ﬁ" iculties/ 3 5 73 i - Y

|:|Doesn‘t use Tobacco;‘ Ak CJUse Tobacco/ il Type/Amt/How Iong/ AL, WO, % f\ I
[CIDoesn't Drink A!coholf 4\"1“,;;1” [1Drink Alcohol/ikify Type}’AmtfHow Iongf £ 1;_ 1}3:{ B, %/

[Doesn't Use Illegal Drugs/fi\{LJ'Ti {7744 i [JUse Lllegal Drugs/{ii Fi] 245 4
Type/Amt/How long/Xil!, #iit, ¥A:

Prem on Optometry Pc 1%

No refunds allowed. Store credit only / th ’L?Frflﬁﬁnuﬁ‘&%/f\f'lﬁ%\ ;]"T;L‘W"/ﬁfﬁfr‘zﬁ'ﬁﬁ'ﬁ?lﬁfﬁﬁ

Patlenthua rd ian Slgnature;' WA oA Datef I I
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FAMILY Medical History: Note relation to yourself (example: "mother”)/ RERABRK RN, WHRIECHMR (W fE)

|
|
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1 W. Duarte Rd., Suite B.
Arcadia, CA 91007

V)

S

PREMIER \I/ISIOT:J
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IR

Tel: 626-446-6300
Fax: 626-446-6301

www.pvoptometry.com

EYES/ Ry

[ vision Loss/ # )1 # 'k

O Blurry Vision/ #) /4%

[ Distorted Vision/15 % 44 84

[J Double Vision/ &

O Dryness/ Yz B

[ Redness/41#

[ Mucous Discharge/ t&id 4 5L

[ Gritty Feeling/ib 1 #ER&

O Itching/ & AR %

O Burning/H 2 i1 284

CJExcess Watering/itd fift /K

[ Light Sensitivity/ 5t &4 5%

O eye Pain or Soreness/4Rifi R AL
[ Chronic Infection/{% 44 kR iy

O Flashes/1*) %

[ Floating Spots/i®+? %4

[ Tired Eyes/MII % {&

[ Cataracts/ &4 1 [

[ Diabetic Retinopathy/ 1k Wi 1 AT i 2
O Glaucoma/ 't 1k

[ Macular Degeneration/ % REA 1
[J Retinal Detachment/#} 4Bt

GASTROINTESTINAL/ V'f it

[ Colitis/#5)1% #

[ Crohn’s Disease/ &1 1% 1 ] )5 5 i

O Ulcers/iiisty

O Constipation/ i 4

3 Diarrhea/ %%
CONSTITUTIONAL/4: (¥

] Fever/$31a

D Weight Loss or Gain/#& & 54t

O Fatigue/#% 5%

O Trauma/ (%

INTEGUMENTARY (SKIN)/ %M &t
[ Eczema/ik#%

[ Rosacea/ifiaf% &

3 Psoriasis/ ¥

NEUROLOGIC/ &%

[ Headaches/ufii

O Migraines/ {kausiili

[ Seizures/i#t

[ Mult.Sclerosis/ & §a 1kl {k.s
ENDOCRINE/ N7%}+i

[ Non Insulin Diabetes /Iy 72 5 IR Hij
O Insulin Diabetes/ Mt ¥4 % kK%

O Thyroid Dysfunction/ ! 1k B s fig ekt
[ Hormonal Dysfunction/ i 8% s) {IE ki
RESPIRATORY/ Bl

[ Asthma/ A/

3 Bronchitis/ & T 4

[0 Emphysema /S

~PERSONAL Review of Sys'f:ém‘s. Please check all that apply to youlmmﬂﬂfﬁ ARA () IR £ SR PR

CARDIOVASCULAR /. 1§t

I Heart Disease/ [ Ms5: i

1 Hypercholesterolemia/ 44 1 I &7 it 13
I Hypertension/# 1l A%
EARS/NOSE/THROAT / [/ &/ ¥
[ Allergies/it8 i
O Sinus Congestion/# & #c. il

O Runny Nose/ifi &

[ Post Nasal Drip/ & i /k

[ Chronic Coughy/ #4114

[ Dry Throat/Mouthy/nitis; ;14
ALLERGIC/IMMUNE / @#Y/ %%
[ Drug Allergies/ %849t

[ Seasonal Allergies/ 7 il {1 it§ &

O Lupus/ Rz

3 Arthritis/ R 1 43
LYMPHATIC/HEMATOLOGIC/ # 1/ hh#

] Anemia/ # 1L

[ Bleeding Problems/ 1! ifiLli] &
[ Leukemia/t | ifit 4
MUSCULOSKELETAL/ WLIAJHt
[ Fibromyalgia/4& kWL

[ Muscular Dystrophy/WLIA 243 4E
[ Osteoarthritis/# /1 I 51

O Ankylosing Spond./ ‘&I 1 1f ¢+ 48
GENITOURINARY/ M1 1 &
[ Kidney problems/ & k&[] 44

[ Biladder problems/ %It 118

3 STDs/11:44
O Othery i

CIBlindness/ /A ]
[ Cataracts/ = 1INk

C1Macular degeneration/ # 1 4914
Ol Glaucoma/ % JLIR
[ Retinal detachment/ %481 A 4t
1 Crossed Eyes/[' st
O Lupus/ Rier

O Other/ 3t {ts

] Cancer/fg 1t
1 Lupus/ Rk

O Heart Disease/ ¢ fIL7F#5:1is
[ High Blood Pressure/ ¥ it
O Kidney Disease/ ¥ I fii

£ Arthritis/ [#] 1 %

O Thyroid Disease/ i1k 15: 4

[ None/ &

DISCLAIMER/&H

The above information is true to the best of my knowledge. I understand that I am financially responsible for payment of all services or materials provided to
me. 1 also authorize Premier Vision Optometry to release any information required to process my claims.
g MAETUMIN o AL, SRS COVU R i Gt S i ok 1. SRR Preniier Vision Oplometry &I (LT S THIA PR MY (Rla 44,

Patient/Guardian Signature/®; A +%Risé A28 %
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HIPAA Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed and how you can get access to this information.
Please review it carefully. This Notice of Privacy Practices describes how we may use and disclose your protected health informaticn (PHI)
to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also
describes your rights to access and control your demographic information that may identify you and that relates to your past, present or
future physical and mental health or condition and related health care services.

Uses and Disclosure of Pratected Health Information

Your PHI may be used and disclosed by your docter, our office staff and others outside our office that are involved in your care and
treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the doctor’s
practice, and any other use required by law.

Treatment
We will use and disclose your PHI to provide, coordinate, or manage your health care and any related services. This includes the

coordination and management of your health care with a third party. For example, we would disclose your PHI, as necessary, to a home
health agency that provides care to you. For example, your PHI may be provided to a physician to whom you have been referred to
ensure that the physician has the necessary information to diagnose or treat you.

Payment

Your PHI will be used, as needed, to obtain payment for your health care services. For example, abtaining approval for a procedure may
require that your relevant PHI be disclosed to the health plan to obtain approval for the procedure.

Health Care Operations
We may use or disclose, as needed, your PH in order to support the business activities of this practice. These activities include, but are not

limited to, quality assessment activities, employee review activities, training of medical students, licensing, and conduction or arranging for
other business activities. For example, we may disclose your PHI to optometry school students that see patients at our office. In addition,
we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may also
call you by name in the waiting room when your doctor is ready to see you. We may use or disclose your PHI, as necessary, to contact you
to remind you of your appointment. We may use or disclose your PHI without your authorization in these situations: as required by law,
public health issues as required by law, communicable diseases, health oversight, abuse or neglect, food and drug administration
requirements, legal proceedings, law enforcement, coroners, funeral directors, organ donation, research, criminal activity, military activity
and national security, worker’s compensation, inmates, required uses and disclosures. Under the law, we must make disclosure to you and
when required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the
requirements of Section 164.500. Other permitted and required uses and disclosures will be made only with your consent, authorization or
opportunity to object unless required by law.

Acknowledgement of Financial Responsibility
You, as a patient, are ultimately responsible for all fees. We do accept insurance assignment and will file your insurance claim for you;

however, you are still responsible for all co-payments or balance as required by your specific insurance plan. You are required to bring you
insurance card to each visit. If your insurance requires a referral, this must be obtained from your primary care physician prior to coming
in to the office. All co-payment and co-insurance are due at the time of service. All patients under 18 years of age must be accompanied
by an adult who is responsible for any necessary co-payments, co-insurance, and deductibles. We accept cash or check. We will try to
obtain pre-approval for treatments and procedures from you insurance company; however, if the insurance company refuses to pay for
any reason, you are ultimately responsible for the fees for treatments and procedures.

My signature below acknowledges that the HIPAA Notice of our Privacy Practices has been received, read and understood by me, and ¢
wiil be ultimately responsible for all the fees for office visits, treatments and procedures.

Print Patient Name:

Patient/Guardian Signature: Date:

Revised 10/09/2012
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